1044 Sonographic Cord Insertion-to-Placental Edge Distance (CPED): Perinatal complications and threshold for identifying marginal cord insertions. OBJECTIVE: To evaluate the association of perinatal outcomes with CPED, and determine an outcome-based threshold for identifying high risk marginal cord insertions. STUDY DESIGN: This is an IRB-approved retrospective study of all nonanomalous singleton pregnancies delivering in a single hospital from 1/1/2012 e 12/31/2016 and with a sonographic CPED 3.0 cm identified between 18 0/7 e 21 6/7 weeks. Pregnancies with velamentous cord insertions were excluded. Pregnancies were stratified by CPED > 2.0-3.0 cm (group 1), > 1.0-2.0 cm (group 2), and 1.0 cm (group 3); each index case was matched to the first two subsequent eligible pregnancies with CPED > 3.0 cm (controls). The primary outcome was a composite of at least one of oligohydramnios, birthweight < 10%, spontaneous preterm birth < 37 weeks, placental abruption, or fetal death. Odds ratios (OR) with 95% confidence intervals (CI) for the primary outcome were calculated by logistic regression. RESULTS: The number of subjects (n) and mean (AE SD) CPED for controls and groups 1-3, respectively, were n¼ 628 and 4.68 AE 1.17 cm, n¼106 and 2.52 AE 0.26 cm, n¼131 and 1.60 AE 0.29 cm, and n¼77 and 0.36 AE 0.37 cm. By threshold, the primary outcome occurred in 81 (12.9%) controls vs. 67 (21.3%) with CPED 3.0 cm (aOR 1.80, 95% CI 1.22-2.64; p¼.003); 98 (13.4%) with CPED > 2.0 cm vs. 50 (24.0%) with CPED 2.0 cm (aOR 2.03, 95% CI 1.35-3.06; p<.001); and, 123 (14.2%) with CPED > 1.0 cm vs. 25 (32.5%) with CPED 1 cm (aOR 2.70, 95% CI 1.57-4.66, p<.001). By group, the primary outcome occurred in 81 (12.9%) controls, 17 (16.0%) in group 1, 25 (19.1%) in group 2, and 25 (32.5%) in group 3 (p<.001). Unadjusted and adjusted OR for the primary outcome by group are presented in the table. The proportion of subjects with more than one component of the primary outcome increased from 4 (0.6%) controls to 1 (0.9%) in group 1 (aOR 1.78, 95% CI 0.18-17.1), 4 (3.1%) in group 2 (aOR 5.16, 95% CI 1.15-23.2), and 7 (9.1%) in group 3 (aOR 16.2, 95% CI 4.0-66.0). OBJECTIVE: Small for gestational age (SGA) is a risk factor for adverse perinatal outcome. Identification of at risk fetuses would allow for interventions to decrease morbidity and mortality of this population. We hypothesize that sonographic fetal abdominal circumference (AC) measurement from 25-36 weeks' gestation is more effective at predicting SGA infants than estimated fetal weight (EFW). STUDY DESIGN: Retrospective database review of singleton pregnancies imaged by one Maternal Fetal Medicine ultrasound unit from 2006-2016. Inclusion criteria were singleton pregnancies with growth ultrasounds between 25-36 weeks' gestation for whom newborn gender, length, weight, and head circumference were available. Exclusion criteria were multifetal gestations. SGA was defined as a birth weight <10 th percentile on the Fenton growth curve. We compared the sensitivity, specificity, PPV, and NPV of AC <10 th percentile (Hadlock) and EFW <10 th percentile (Brenner) to determine the most effective screening measurement for SGA infants. RESULTS: Ultrasounds of 4801 women with 5799 pregnancies were reviewed. After excluding 119 pregnancies with multifetal gestations, 5680 pregnancies met study criteria. Of these, 459 resulted in SGA infants at birth. The prevalence of SGA in our study population was 8.1%. The sensitivity, specificity, PPV and NPV of AC <10 th percentile, EFW <10 th percentile, and either AC <10 th percentile or EFW <10 th percentile are shown in Table 1 . At all gestational age ranges, AC had a higher sensitivity than EFW with similar specificity in predicting SGA at birth. CONCLUSION: As early as 25-28 weeks' gestation, fetal AC <10 th percentile identifies a population at risk for SGA who may have been overlooked when using EFW alone. These pregnancies may benefit from increased surveillance and additional counseling. Although Poster Session V ajog.org 
